


02/24/15 

CITY OF SOUTH BEND 
LIABILITY CLAIM FORM 

(Please write or print clearly) 
 

 

Claimant Name:              Telephone:       

Address:                 
  Number            Street     City   State       Zip 

Date and Time Loss Occurred:              

Location Loss Occurred:               

Extent of Loss:  (Please provide two (2) written estimates for property damage):       

                

Describe what happened:               

                

                

                

                

                

                

                

                

                

                

                

                

                

                

 ‘               

                

                

Names of Persons Involved (If Known):             

                

Amount of Damages Sought:            

Claimant’s Residence at Time of Loss:             

                

Signature:           Date:        

Please mail or deliver to:  City of South Bend 
Department of Law 
Attn: Claims Administrator 

     1200 County-City Building 
     227 W. Jefferson Blvd. 
     South Bend, Indiana 46601 


